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Open access under CC BY-NC-ND license .Introduction
Acute limb ischaemia in a young male without known risk
factors is uncommon. This is a case report of spontaneous
superficial femoral artery dissection presented as acute
limb ischaemia.
Case report
A 46 year old Caucasian male was admitted with acute
onset of severe left leg pain for about half an hour following
jumping up ad down and playing with toddler at home. He
also had complained of a cold and numb foot for the same
duration. There was no history of trauma. He had no knownjvs.2010.05.008.
t of Vascular Surgery, Ward
rdeen, AB25 2ZN, United
þ44 1224 552553.
rs.org.uk (S. Rajagopalan).
r Vascular Surgery. Published bymedical problems and was a non-smoker. There was no
relevant family history.
On clinical examination, the patient was in severe pain
with a cold, numb left foot with preserved motor function.
His femoral pulse was normal but distal pulses were absent.
On a doppler examination there were monophasic signals in
the popliteal and none distally. His general and cardiovas-
cular system was clinically normal. He had sinus tachy-
cardia (105/minute) and a blood pressure of 150/110 mm
Hg at admission.
An urgent angiogram was performed with right common
femoral artery (CFA) access. This showed a spiral dissection
of the left superficial femoral artery (SFA) from its proximal
third to the popliteal artery (Figure 1a and b). A catheter in
the profunda femoris artery showed sparse collateral
circulation filling only the peroneal artery (Figure 1c).
He proceeded to have a SFA to peroneal bypass with
ipsilateral long saphenous vein. The choice for the outflow
was based on the angiogram and per-operative confirma-
tion that the below knee popliteal was also involved in the
dissection. A cholesterol plaque was seen in the posterior
wall of the proximal SFA. A double incision fasciotomy wasElsevier Ltd.Open access under CC BY-NC-ND license .
Figure 1 a: Angiogram shows the SFA occlusion and filling of profunda femoris, b: Selective catheterisation of the SFA showing
the commencement of the spiral dissection in upper thigh, c: Selective SFA catheterization showing the SFA dissection, d:
Angiogram showing single outflow vessel (peroneal artery) fed by small collateral.
e12 S. Rajagopalan et al.done to decompress all the compartments to prevent re-
perfusion induced compartment syndrome.
The post-operative period was uneventful. His fas-
ciotomy wounds were closed easily by second post-opera-
tive day. His leg had a complete functional recovery. His
blood pressure had returned to normal without interven-
tion. Post-operative vascular lab duplex confirmed
a patency graft onto the peroneal with an ABPI of 0.83
(Figure 2). The blood tests done earlier were reported with
all normal parameters except a significantly raised serum
cholesterol level (12.8 millimol/litre). He was commenced
on aspirin and a statin and discharged on the same by the
tenth post-operative day. His six week follow-up duplex
scan remained unchanged and he would continue to be on
regular graft surveillance (six monthly for atleast 2 years).Discussion
Risk factors for arterial dissection include trauma, collagen
disorders (fibromuscular dysplasia, cystic medial necrosis,
Marfan’s syndrome, Ehlers-Danlos syndrome), pre-existinganeurysm and common vascular risk factors (hypertension,
smoking, diabetes mellitus and hyperlipidaemia).In the
absence of known risk factors causes for acute limb
ischaemia include popliteal entrapment syndrome and
popliteal adventitial cystic disease. In this case, a finding of
SFA plaque and the raised serum cholesterol can be impli-
cated aspredisposing factors for thedissection. Twoprevious
cases of spontaneous SFA dissection have been reported.1,2
While the former reported a stenosis of the superficial
femoral artery that led to adissection causedby the stenosis-
jet, the latter was reported in a young Afro-Carribean male
with diabetes, hypercholesterolemia, hypertension and
history of smoking who presented with claudication.
Endovascular intervention would have been a treatment
option if the length of the lesion was shorter. In this case,
the long segment of dissection and the single vessel run-off
precluded endovascular treatment options. If the aetiology
was embolic, cardiac causes and pathology of thoracic and
abdominal arteries needs investigation. This case highlights
the changing age group for acute arterial insufficiency and
the awareness of younger patients with high cholesterol
levels who are at risk of arterial occlusive events.
Figure 2 Vascular lab scan post-bypass.
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This case is reported to make aware the phenomenon of
spontaneous dissection as a cause of acute ischaemia. Early
investigation and intervention resulted in limb salvage
without any function or physical deficit.
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